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ABSTRACT 

Single trocar transanal endoscopic surgery (STTE) is a well-known technique for evaluation and management of rectal le- 
sions in adults. We used an 11mm balloon trocar with a 10mm operative optic, introduced into the anal canal to excise a 
rectal lesion along with multiple rectal biopsies in a child. Rectal visibility was good with an ease to maintain the rectum in- 
sufflated. 
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INTRODUCTION 



STTE is a minimally invasive procedure for the re- 
moval of rectal lesions, an approach first proposed 
by Buess et al in 1985 [1]. Compared with traditional 
anal excision or colonoscopy, the advantages of 
STTE include an excellent visibility of the rectum, 
increased possibility of obtaining clear margins, and 
opportunity of approaching and resecting higher rec- 
tal lesions [2]. In pediatric patients, STTE was not 
practiced. We report the details of the first patient 
treated in our unit using this procedure. 

CASE REPORT 



An 8-year-old boy with severe iron deficiency anemia 
(Hemoglobin 4.7 g/dl), rectal bleeding, and constipa- 
tion underwent colonoscopy, which showed severe 
colitis and an intensely hyperemic and friable muco- 
sa with multiple erosions on the postero-lateral wall 
of the rectum located 4cm proximal to the anal 
verge. Colonoscopic biopsies showed hyperplastic 
granulation tissue. For the persistence of the symp- 
toms, repeat colonoscopy with deeper biopsies were 
performed which revealed polypoid ulcers with cob- 
blestone appearance. Histopathology again showed 
ulcerated polypoid granulation tissue with reactive 
epithelial changes. For the persistent constipation 
and abdominal distension, he underwent a barium 
enema that showed a dilatation of the rectosigmoid 



area with fecal loading till descending colon. An 
entero-MRI was performed which showed marked 
and diffuse thickening (maximum thickness 8 mm) of 
the walls of the rectum and distal sigmoid colon with 
the stenosis of the lumen. The nature of the lesions 
was still unclear; therefore, an excisional biopsy was 
performed using STTE with an 11mm balloon trocar 
(Covidien). In addition, for the persistence of consti- 
pation, some biopsies on the antimesenteric margin 
of the upper part of rectum were performed with lap- 
aroscopy using 3 5-mm ports in order to exclude 
other pathologies. 




Figure 1 : Balloon trocar 

As for STTE, the anus was gently dilated, and a lu- 
bricated 11mm balloon trocar was introduced into 
the anal canal (Fig. 1, 2). Insufflation was maintained 
to 15mmHg through the insufflation-access port us- 
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ing C02. The rectum was sufficiently insufflated to 
allow a good exposure. There was no leakage of 
insufflated C02. A 10mm operative scope with a 
5mm operative channel was introduced through the 
uppermost cannula. The lesion was localized, ex- 
cised using scissors and monopolar coagulation 
(Fig. 3). In addition multiple rectal biopsies were per- 
formed 2 to 4 cm above the anal verge using a 
bioptic 5mm forceps. Histopathology showed only 
inflamed and ulcerated granulation-type tissue and 
the typical characteristics of a chronic inflammatory 
bowel disease, more likely a Crohn's disease. Pa- 
tient was discharged the day following procedure. No 
adverse events were noted to date, including fecal 
incontinence. He was treated with medical therapy 
with good control of the symptoms. 




Figure 2: Trocar positioning for the procedure 




Figure 3: Showing good visibility 
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DISCUSSION 

STTE has been shown to be effective for the local 
excision of benign and stage 1 malignant neoplasm 
in adults [3, 4]. From 2010 few case reports describ- 
ing a new technique for local excision of rectal tumors 
using a single-access laparoscopic port have ap- 
peared [5]. Recently, van den Boezem et al reported 
their experience with transanal single-port surgery for 
the excision of large polyps in adult patients [6]. No 
report of STTE utilization in pediatric age group is 
available so far. 

There were no gas leaks during rectal insufflations 
due to the distal balloon and the sponge around the 
cannula of the trocar. STTE, with a single port, re- 
vealed a practical alternative, particularly for sur- 
geons who have laparoscopic skills. No additional 
equipment is necessary because standard laparo- 
scopic instruments can be used. Throughout the pro- 
cedure, the visibility in the rectum was excellent be- 
cause of the ability to maneuver the camera from 
side to side, as well as to move it forward, allowing 
visualization of the upper border of the lesions. This 
procedure was performed in collaboration with gas- 
troenterologists who found that STTE gives a better, 
larger and wider view compared to colonoscopy and 
above all 5mm instruments may be used; so it is pos- 
sible to perform an endorectal resection much better 
than with colonoscopy. The benefits found suggest 
that STTE with a single port may be used for suitable 
cases. As for technical point of view, an insufflation 
pressure of 15mm of Hg was used without problem, 
but probably the pressure should be kept low at 
about 10mm of Hg. 

We think that it can be an alternative to colonoscopic 
procedures for example to resect large rectal polyps 
difficult to remove using standard endoscopic proce- 
dures. The procedure seems promising; however, 
further experience is still necessary to establish the 
meaningful superiority of this technique over colon- 
oscopy and traditional transanal surgery. 

REFERENCES 

1. Buess G, Theiss R, Gunther M, Hutterer F, Pichlmaier H. 
Transanal endoscopic microsurgery. Leber Magen Darm. 
1985;15:271-9. 



AJ r k CR 



Esposito et al, Single trocar transanal endoscopy 



2. Matz J,Matz A. Use of a SILS port in transanal endoscopic 
microsurgery in the setting of a community hospital. J 
Laparoendosc Adv Surg Tech. 2012;22:93-6. 

3. Demartines N, von Flue MO, Harder FH. Transanal endo- 
scopic microsurgical excision of rectal tumors: Indications 
and results. World J Surg. 2001 ;25:870-5. 

4. Atallah S, Albert M, Larach S. Transanal minimally invasive 
surgery: A giant leap forward. Surg Endosc. 2010;24:2200- 



5. Stommel MW, Velthuis S, van den Boezem P, Sietses C. 
Transanal single-port surgery for local excision of rectal tu- 
mours. Ned Tijdschr Geneeskd. 2012;156:A4889. 

6. van den Boezem PB, Kruyt PM, Stommel MW, Tobon Mo- 
rales R, Cuesta MA, Sietses C. Transanal single-port sur- 
gery for the resection of large polyps. Dig Surg. 2011; 
28:412-6. 



AFFILIATION: 

Department of Pediatrics and Pediatric Surgery, 
Federico II University of Naples, Via Pansini 5 80131, Naples Italy 

CORRESPONDENCE:* 

Dr. Maria Escolino, Department of Pediatric Surgery, 
Federico II University of Naples Via Pansini 5, 80131 Naples, Italy 

© 201 3 Esposito et al, Email: x.escolino@libero.it 

Received on: 1 0-03-201 3 Accepted on: 1 3-04-201 3 

Competing Interests: None declared Source of Support: Nil 



APSP J Case Rep 201 3; 4(2): 22 



